A 40-year-old female with iridocorneal endothelial syndrome was referred after Ahmed glaucoma valve (AGV) implantation 3 months ago. The patient was on oral acetazolamide 250 mg tds, topical timolol 0.5% bd, and brimonidine 0.2% bd with intraocular pressure 40 mmHg in the right eye (RE) and 16 mmHg in the left eye (LE). The patient's visual acuity was 1/60 RE and 6/6 in LE with a relative afferent pupillary defect in RE. Anterior segment biomicroscopy revealed supracorneal AGV tube lying within pseudocorneal groove in RE and iridocorneal adhesions just beneath corneal perforation [ Fig. 1a ]. Seidel's test was negative. Fundus RE could not be appreciated and ultrasound B scan was anechoic.
Anterior segment spectral domain optical coherence tomography (Spectralis, Heidelberg Engineering, Inc., USA; Fig. 2 ) showed self-sealed corneal perforation with thick pseudocornea formation encircling the overlying tube. Blood investigations showed normal blood counts, erythrocyte sedimentation rate (ESR), and C-reactive protein (CRP).
Exposed supracorneal AGV tube was simply excised with a Vannas scissors after exerting a stretch on the tube to maximize trimmed tube length leaving behind the plate in situ. No conjunctival dissection was done since the extrusion was primarily transcorneal. The tube was not reinserted after cutting as there was a risk of intraocular infection introduction. Anterior chamber remained deep with no aqueous leakage from either tube entry site or the corneal wound due to pseudocornea formation; hence, corneal patch graft was not required for defect repair. Inferior 180° diode laser cyclophotocoagulation was done for intraocular pressure (IOP) control. Postoperatively, the patient was administered topical antibiotic-steroid combination along with antiglaucoma medications. Bacterial and fungal cultures from tube bed were sterile.
After 6 months, the patient maintains visual acuity and IOP of 21 mmHg on three topical medications. Healing with localized scar and superficial vascularization was observed in the region of melt [ Fig. 1b ].
Discussion
Glaucoma drainage devices (GDDs) have been associated with complications such as tube exposure, [1] corneal decompensation, [2] and endophthalmitis. [3] However, transcorneal melt following GDD implantation is rare and more often seen in children associated with conjunctival extrusion. [4, 5] The peculiarity in our case was primarily extensive transcorneal extrusion without conjunctival exposure and use of anterior segment optical coherence tomography (ASOCT) in diagnosis and management of the case. Localized corneal melt could have been due to an anterior limbal tube entry, causing prolonged tube-corneal contact with subsequent pressure-induced corneal perforation and healing by pseudocornea formation. Absence of adjacent corneal opacity/scarring in addition to sterile corneal cultures ruled out infective etiology. Collagen vascular disease could cause corneal melt; however, it was ruled out by normal ESR and CRP. Tube-induced corneal melt could have been avoided by making a more posterior scleral entry, or by early tube repositioning.
Conclusion
ASOCT is a good modality to look for corneal integrity in cases of tube-induced melt and decide appropriate management plan.
Financial support and sponsorship
Nil.
Conflicts of interest
There are no conflicts of interest. 
Photo Essay

